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HALL OF HEROES NOMINATION FORM
Tomah VA Medical Center

DATE:

NOMINATION PREPARED BY:

ADDRESS:

CITY:

STATE:

ZIP CODE:

TELEPHONE : ( )

VETERAN BEING NOMINATED:

Please include the following in your nomination package:

1. Copies, not originals, of the nominee’s military awards and citations

2. Signed Authorization for Verification Form

3. Additional information you wish to share with the Hall of Heroes Committee
Please note that nominees need to be enrolled in health care at the Tomah VA or one of our
Outpatient Clinics to be considered for the Tomah VA Hall of Heroes. Our Outpatient Clinics
are located in La Crosse, Owen, Wisconsin Rapids, and Wausau.

Thank you for taking the time to participate in the Hall of Heroes Project.

SUMISSIONS ARE ACCEPTED YEAR-ROUND.

In order to be considered for the current year’s awards presentation, held on the
Friday before Veterans Day, submissions must be received by 12 p.m. on October 1 or
the first following business day.

Submaission packets should be sent to:

HALL OF HEROES

OFFICE of PUBLIC AFFAIRS (PAO)
Tomah VA Medical Center

500 East Veterans Street

Tomah, WI 54660
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5.

HALL OF HEROES VERIFICATION FORM
Department of Veterans Affairs (VA) Medical Center, Tomah

I am interested is being considered as a possible veteran honored at the
Veterans Hospital of Tomah'’s Hall of Heroes display.
| authorize required verification of my military records using several available
such as County, State, Federal and Military records, including use of the
Freedom of Information Act.
| authorize verification of citations and decorations need to be verified to
ensure fairness to all applicants and families of veterans.
The Hall of Heroes is a public display. | am aware the news media may
publicize appropriate pictures and stories in local, state and possibly national
media outlets.

I receive my health care at the Tomah VA or one of its Outpatient Clinics

(located in La Crosse, Owen, Wausau and Wisconsin Rapids).

I agree to these guidelines and allow verification of my personal military records.

SIGNATURE:

(Please Print)
NAME:

ADDRESS:

CITY:

STATE:

ZIP CODE:

TELEPHONE:__ ( )

FAMILY CONTACT IF NOMINEE IS DECEASED:

SIGNATURE TO AUTHORIZE RECORDS CHECK:

WITNESS OF AUTHORIZING SIGNATURE:

DATE:
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